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M1410.010

M1410.010 GENERAL--LONG-TERM CARE

A. Introduction

B. Definitions

1. Authorized

2.

Representative

Institutionali-
zation

Chapter M 1410 contains the rules that apply to individuals needing long-
term care (LTC) services. The rules are contained in the following
subchapters:

M1410 General Rules

M1420 Pre-admission Screening

M1430 Facility Care

M1440 Community-based Care Waiver Services

M1450 Transfer of Assets

M1460 Financial Eligibility

M1470 Patient Pay - Post-eligibility Treatment of Income

M1480 Married Institutionalized Individuals' Financial Eligibility

The rules found within this Chapter apply to those individuals applying for
or receiving Medicaid who meet the definition of institutionalization.

The definitions found in this section are for terms used when policy is
addressing types of long-term care (LTC), institutionalization, and
individuals who are receiving that care.

An authorized representative is a person who is authorized to conduct
business for an individual. A competent individual must designate the
authorized representative in a written statement, which is signed by the
individual applicant. The authorized representative of an incompetent or
incapacitated individual is the individual's

e spouse

e parent, if the individual is a child under age 18 years

e attorney-in fact (person who has the individual's power-of-
attorney)

e legally appointed guardian

e legally appointed conservator (formerly known as the committee)

e trustee.

EXCEPTION: Patients in the Department of Mental Health, Mental
Retardation, & Substance Abuse Services (DMHMRSAS) facilities may
have applications submitted by DMHMRSAS staff.

Institutionalization means receipt of 30 consecutive days of

e care in a medical institution (such as a nursing facility), or
e Medicaid Community-Based Care (CBC) services; or
e acombination of the two.

The definition of institutionalization is also met when an individual has a
signed hospice election that has been in effect for 30 consecutive days.

The 30 days begins with the day of admission to the medical institution or
receipt of Medicaid CBC. The date of discharge into the community (not
in LTC) or death is NOT included in the 30 days.

The institutionalization provisions may be applied when the individual is
already in a medical facility at the time of the application, or the
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3. Institution

4. In An Institution

5. Long-term Care

M1410.010

individual has been screened and approved to receive LTC services and it is
anticipated that he is likely to receive the services for 30 or more
consecutive days. If it is known at the time the application is processed that
the individual did not or will not meet the 30 consecutive day requirement,
the individual is not to be treated as an institutionalized individual.

The 30-consecutive-days requirement is expected to be met if the pre-
admission screening committee provides verbal or written confirmation of
its approval for the individual’s receipt of long-term care (LTC). This
allows the agency to begin the evaluation of the applicant in the 300% SSI
covered group for institutionalized individuals and to use the special rules
for married institutionalized individuals who have a community spouse, if
appropriate. However, prior to approval of the individual for Medicaid
payment of LTC services, the worker must have received the DMAS-96 that
was signed by the supervising physician or the signed Waiver Level of Care
form. Applicants must be evaluated as non-institutionalized individuals for
the months prior to the month in which the completed form is dated.

The worker must verify that LTC services started within 30 days of the date
on the Notice of Action on Medicaid. If services do not start within 30 days
of the Notice of Action on Medicaid, the individual can no longer be
considered an institutionalized individual and continued eligibility must be
re-evaluated as a non-institutionalized individual.

CBC Waiver applicants cannot receive Medicaid payment of CBC services
prior to the date the DMAS-96 was signed by the supervising physician.
For applicants for whom a Waiver Level of Care form is the appropriate
authorization document, Medicaid payment of CBC services cannot begin
prior to the date the form has been signed.

For purposes of this definition, continuity is broken by 30 or more
consecutive day’s absence from a medical institution or by non-receipt of
waiver services. For applicants in a nursing facility, if it is known at the
time of application processing that the individual left the nursing facility
and did not stay for 30 consecutive days, the individual is evaluated as a
non-institutionalized individual. Medicaid recipients without a community
spouse who request Medicaid payment of LTC services, except MN
individuals, and are in the nursing facility for less than 30 consecutive days
will have a patient pay determination (see M1470.350).

An establishment that furnishes (in single or multiple facilities) food,
shelter, and some treatment or services to four or more persons unrelated to
the proprietor is an institution.

"In an institution™ refers to an individual who is admitted to live in an
institution and receives treatment or services provided there that are
appropriate to his requirements.

Long-term care is medical treatment and services directed by a licensed
practitioner of the healing arts toward maintenance, improvement, or
protection of health or lessening of illness, disability or pain which have
been received, or are expected to be received, for longer than 30 consecutive
days.
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e isexpected by the institution to receive room, board, and professional
services in the institution for a 24-hour period or longer even though it
later develops that the patient dies, is discharged or is transferred to
another facility, and does not actually stay in the institution for 24
hours.

M1410.020 NON-FINANCIAL ELIGIBILITY REQUIREMENTS

A.

Introduction

Citizenship/
Alienage

Virginia Residency

Social Security
Number

Assignment of
Rights/Coopera-
tion

Application for
Other Benefits

Institutional
Status

Covered Group
(Category)

To be eligible for Medicaid payment of long-term care, an individual must
be eligible for Medicaid. The Medicaid non-financial eligibility
requirements in chapter M02 apply to all Medicaid applicants and
recipients, including those individuals in long-term care. The non-financial
requirements and the location of the manual policy for each requirement
are:

The citizenship and alien status policy is found in M0220.

The Virginia state resident policy for patients in medical institutions is
found in subchapter M1430.101; the state resident policy for CBC patients
is found in M0230.

The social security number policy is found in M0240.

The assignment of rights and support cooperation policy is found in M0250
and M0260.

The application for other benefits policy is found in M0270.

The institutional status policy for facility patients is in subchapter
M1430.100. The institutional status policy for CBC waiver services
patients is found in subchapter M1440.010.

The Medicaid covered groups eligible for long-term care services are listed
in subchapter M1460. The category requirements for the covered groups
are found in chapter M03.

M1410.030 FACILITY CARE

A.

Introduction

Medicaid covers care provided in a medical institution to persons whose
physical or mental condition requires nursing supervision and assistance
with activities of daily living. Some institutions have both medical and
residential sections. An individual in the medical section of the institution is
a patient in a medical facility; however, an individual in the residential
portion of the institution is a resident of a residential facility NOT a patient
in a medical facility.

This section contains descriptions of the types of facilities (medical
institutions) in which Medicaid provides payment for services received by
eligible patients. See subchapter M1430 for specific policy and procedures
which apply to patients in facilities.
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3. Processing EW completes the application processing. Processing includes receipt of
required verifications, completion of the non-financial and financial
eligibility determinations, and necessary case record documentation. See
chapter M 15 for the processing procedures.

An individual’s eligibility is determined as an institutionalized individual
if he is in a medical facility or has been screened and approved for
Medicaid. For any month in the retroactive period, an individual’s
eligibility can only be determined as an institutionalized individual if he
met the definition of institutionalization in that month (i.e. he had been a
patient in a medical institution—including nursing facility or an
ICF-MR-- for at least 30 consecutive days).

If it is known at the time the application is processed that the individual
did not or will not receive LTC services (i.e. the applicant has died since
making the application) do not determine eligibility as an institutionalized
individual.

If the individual's eligibility was determined as an institutionalized
individual prior to the receipt of waiver services, the EW must verify that
LTC services started within 30 days of the date of the Notice of Action on
Medicaid. If LTC services did not start within 30 days of the date of the
Notice of Action on Medicaid, the individual's continued eligibility must
be re-evaluated as a non-institutionalized individual.

If the individual later begins receiving LTC services within the one-year
screening certification period, the individual's eligibility as an
institutionalized individual is determined without a new screening
certification. However, the begin date of service must be verified prior to
Medicaid enrollment.

4. Notices See section M1410.300 for the required notices.

M1410.200 INITIATING LONG-TERM CARE FOR CURRENT RECIPIENTS

A. Introduction Individuals who currently receive Medicaid and enter LTC must have
their eligibility redetermined using the special rules that apply to LTC.

For example, an enrollee may be ineligible for Medicaid payment of LTC
services because he/she transferred assets without receiving adequate
compensation. The asset transfer policy found in M1450 applies to
individuals who receive any type of long-term care. Individuals who are
ineligible for Medicaid payment of LTC may remain eligible for other
Medicaid-covered services.

B. Pre-admission A pre-admission screening is used to determine if an individual living
Screening outside of a nursing facility meets the level of care for Medicaid payment
for LTC services. Medicaid enrollees living outside a nursing facility
must be screened and approved before Medicaid will authorize payment
for LTC services.

C. Recipient Enters A re-evaluation of eligibility must be done when the EW learns that a
LTC Medicaid recipient has started receiving LTC services. If the recipient has
been in a nursing facility for at least 30 consecutive days, a pre-admission


http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/m15.pdf
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M1410.300

screening is not required (See M1420.400). If an individual is receiving
private-pay home health services, a pre-admission screening is required
(see M1410.200 B. above).

If an annual renewal has been done within the past 6 months, a partial
review to address factors pertinent to receipt of LTC, such as asset
transfer, spousal resource assessment, etc., must be done. If an annual
renewal has not been done within the past 6 months, a complete renewal
must be done. A new application is not required; use the Medicaid
Redetermination for Long-Term Care form (032-03-369), available on
SPARK at:
http://spark.dss.virginia.gov/divisions/bp/me/forms/longterm_care.cgi.

e A re-evaluation of eligibility for an SSI recipient who has no
community spouse and owns no countable real property can be done
by verifying continued receipt of SSI through SVES and documenting
the case record. See section M1430.104 for additional information
regarding an SSI recipient who enters a nursing facility.

e Rules for married institutionalized recipients who have a community
spouse are found in subchapter M 1480.

When the re-evaluation is done, the EW must complete and send all
required notices. See section 1410.300 below. If it is known at the time
of application processing that the individual did not or will not receive
LTC services, do not determine eligibility as an institutionalized
individual.

M1410.300 NOTICE REQUIREMENTS

A.

Introduction

A notice to an applicant or recipient provides formal notification of the
intended action or action taken on his/her case, the reason for this action
and the authority for proposing or taking the action. The individual needs
to clearly understand when the action will take place, the action that will
be taken, the rules which require the action, and his right for redress.

Proper notice provides protection of the client's appeal rights as required
in 1902(a)(3) of the Social Security Act.

The Notice of Action on Medicaid provides an opportunity for a fair
hearing if action is taken to deny, suspend, terminate, or reduce services.

The Medicaid Long-term Care Communication Form (DMAS-225)
notifies the LTC provider of changes to an enrollee’s eligibility for
Medicaid and for Medicaid payment of LTC services.

The notice requirements found in this section are used for all LTC cases.

Individuals in the AAL Waiver have Medicaid eligibility determined in
the AG covered group (see M0320.202) and do not have Medicaid
eligibility determined as institutionalized individuals. There are no post-
eligibility requirements. The enrollment and notification procedures used
with non-institutionalized Medicaid recipients are followed (see
M0130.300).
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B. Forms to Use

1. Notice of Action The EW must send the Notice of Action on Medicaid, available on

on Medicaid &
FAMIS
(#032-03-0008)

Notice of
Obligation for
Long-Term Care
Costs (#032-03-
0062)

Medicaid LTC
Communication
Form (DMAS-
225)

SPARK at:
http://spark.dss.virginia.gov/divisions/bp/me/forms/general.cgi, to the
applicant/ recipient and the person who is authorized to conduct business
for the applicant to notify him of the agency's decision on the initial
Medicaid application, and on a redetermination of eligibility when a
recipient starts LTC services.

The Notice of Obligation for Long-term Care Costs is sent to the
applicant/enrollee or the authorized representative to notify them of the
amount of patient pay responsibility. The form is generated and sent by
the Medicaid Management Information System (MMIS) on the day the
patient pay information is entered into MMIS. The report of all Notices
sent by MMIS each day is posted by FIPS code on SPARK in the Medicaid
Management Reports.

The Medicaid Long-term Care (LTC) Communication Form is available
on SPARK at
http://spark.dss.virginia.gov/divisions/bp/me/forms/longterm_care.cgi..
The form is used by LTC providers and local departments of social
services (LDSS) to exchange information, other than patient pay
information, such as:

o the Provider National Provider Identifier (NPI)/Atypical Provider
Identifier(API) number;

o the enrollee’s physical residence, if different than the LDSS locality;
e changes in the enrollee's income, resources or deductions;

e admission, death or discharge to an institution or community-based
care service;

e changes in eligibility status; and

e changes in third-party liability.

Do not use the DMAS-225 to relay the patient pay amount. Providers
are able to access patient pay information through the Department of
Medical Assistance Services (DMAS) provider verification systems.

a. When to Complete the DMAS-225

The EW completes the DMAS-225 at the time initial patient pay

information is added to MMIS, when there is a change in the enrollee’s
situation or when a change affects an enrollee’s Medicaid eligibility.
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4. Advance
Notices of
Proposed
Action

M1410.300

b. Where to Send the DMAS-225

1) For hospice services patients, send the original form to the hospice
provider

2) For facility patients, send the original form to the nursing facility.

3) For PACE recipients, send the original form to the PACE provider.

4) For Medicaid CBC, send the original form to the following
individuals:

the case manager at the Community Services Board, for the MR
and DS waivers;

the case manager (support coordinator), for the DD Waiver,

the personal care provider, for agency-directed EDCD personal
care services and other services,

the service facilitator, for consumer-directed EDCD services,

the case manager, for any enrollee with case management
services, and

The case manager at DMAS, for the Tech Waiver, at the following
address:

Department of Medical Assistance Services
Division of LTC, Waiver Unit,

600 E. Broad St,

Richmond, VA 23219.

Retain a copy of the completed DMAS-225 in the case record.

The recipient must be notified in advance of any adverse action that will be
taken on his/her Medicaid eligibility or patient pay.

a. Advance Notice of Proposed Action (#032-03-0018)

The Advance Notice of Proposed Action, available on SPARK at
http://spark.dss.virginia.gov/divisions/bp/me/forms/general.cgi, must be

used when:

eligibility for Medicaid will be canceled,

eligibility for full-benefit coverage Medicaid changes to QMB,
SLMB, or QWDI limited coverage, or

Medicaid payment for LTC services will be terminated because of
an asset transfer.
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5. Medicaid
Redetermi-
nation For
Long-term
Care
(#032-03-0369)

M1410.300
b. Notice of Obligation for Long-Term Care Costs

When a change in the patient pay amount is entered in MMIS, a “Notice
of Obligation for Long-term Care Costs” will be generated and sent by
MMIS as the advanced notice to the applicant/recipient or the authorized
representative.

Patient pay must be entered into MMIS no later than close-of-business on
the 15™ day of the month, to meet the advance notice requirement.

Do not send the “Advance Notice of Proposed Action” when patient
pay increases.

The Medicaid Redetermination for Long-term Care Form is used to
redetermine Medicaid eligibility of an individual who is in long-term care.
The individual or his authorized representative completes and signs the
form where indicated. The EW completes and signs the eligibility
evaluation sections on the form.

The Medicaid Redetermination for Long-Term Care Form is available on
SPARK at:
http://spark.dss.virginia.gov/divisions/bp/me/forms/longterm care.cgi.
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D. Baseline Date

E. Fair Market Value

F. Income

G. Institutionalized
Individual

When the placement of a lien or a judgment against an individual's asset is
not an "arm's length" transaction, it is an uncompensated transfer of assets.
An arm's length transaction, as defined by Black's Law Dictionary, is a
transaction negotiated by unrelated parties, each acting in his or her own
self interest. When an individual's relative has a lien or judgment against
the individual's property, the lien or judgment is an asset transfer that must
be evaluated.

The baseline date is the first date as of which the individual was both
e an institutionalized individual (as defined below) AND
e a Virginia Medicaid applicant.

When an individual is already a Medicaid recipient and becomes
institutionalized, the baseline date is the first day of institutionalization.

Fair market value (FMV) is an estimate of an asset’s value if it were sold
at the prevailing price at the time it was actually transferred. Value is based
on criteria used in determining the value of assets for the purpose of
determining Medicaid eligibility.

NOTE: For an asset to be considered transferred for fair market value, or to
be considered to be transferred for valuable consideration, the compensation
received for the asset must be in tangible form with intrinsic value. A
transfer for love and affection is not considered a transfer for fair market
value.

Also, while relatives and family members legitimately can be paid for care
they provide to the individual, it is presumed that services provided for free
at the time were intended to be provided without compensation. Thus, a
transfer to a relative for care provided for free in the past is a transfer of
assets for less than fair market value. However, an individual can rebut this
presumption with tangible evidence that is acceptable. For example, the
individual proves that a payback arrangement had been agreed to in writing
at the time services were provided.

Any monies received by an individual or the individual’s spouse to meet the
individual’s basic needs for food or shelter, is income. See subchapter
M1460 for items that are not income.

For the purposes of asset transfer, an institutionalized individual is:
e aperson who is an inpatient in a nursing facility;

e aperson who is an inpatient in a medical institution and for whom
payment for care is based on a level of care provided in a nursing
facility. Included are persons in long-stay hospitals (including
rehabilitation hospitals and rehabilitation units of general hospitals)
and patients in Virginia Department of Mental Health, Mental
Retardation & Substance Abuse Services (DMHMRSAS) facilities
who
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H. Legally Binding
Contract

Parties Legally
Competent

Valuable
Consideration

Definite
Contract Terms

4. Mutual Assent

I. Look-Back Date

1.

Transfers
Made Before
February 8,
2006

are housed in an area certified as a nursing facility or intermediate
care facility for the mentally retarded; or

¢ a Medicaid applicant/recipient who has been screened and approved
for or is receiving Medicaid community-based care (CBC) waiver
services.

Virginia law requires written contracts for the sale of goods (not services)
valued over $500, and for transactions involving real estate. Contracts for
services may be oral.

To prove a contract is legally binding, the individual must show:

The parties to the contract were legally competent to enter into the contract.
(Generally, this excludes (1) individuals declared to have mental incapacity
or a diminished mental capacity and (2) children less than 18 years of age,
who may not enter into a contract under Virginia law. The purpose here is to
ensure that both parties knew what they were doing when they entered into
the contract).

“Valuable consideration” is received by each party when the ““adequate
compensation” requirement for the asset transfer rule is met.

Contract terms are sufficiently definite so that the contract is not void
because of vagueness. Payments under contracts with immediate family
members must be at reasonable rates. Those rates must be discernable from
the terms of the contract. For example, it is not sufficient for a mother to
agree to give her son all the stocks she owns upon her death in exchange for
his agreeing to take care of her for an undefined period of time (such a
contract might have to be written, depending on the value). The contract
must set forth the per diem rate, specify a time period, or in some other
manner establish definable and certain terms.

Contract terms were agreed to by mutual assent. Confirm that both parties
understood and agreed upon the same specific terms of the contract when
they entered into the contract.

The look-back date is the earliest date on which a penalty for transferring
assets for less than fair market value can be imposed. Penalties can be
imposed for transfers that take place on or after the look-back date. Penalties
cannot be imposed for transfers that take place before the look-back date.

a. In the case of a revocable trust, any payment from the trust which is
NOT to the individual or for the benefit of the individual is considered an
asset transferred for less than fair market value as of the date the payment
was made. The look back date is 60 months before the baseline date.

b. In the case of an irrevocable trust from which payment can be made
to the individual, any payment from the trust which is NOT to the
individual or for the benefit of the individual is considered an asset
transferred for
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M1460.000 LTC FINANCIAL ELIGIBILITY

M1460.001 OVERVIEW

A. Introduction This subchapter contains the Medicaid financial eligibility requirements for
individuals receiving facility or Medicaid waiver long-term care (LTC)
services, who are not married or who are married but do not have community
spouses. For married individuals with community spouses, go to
subchapter M1480 to determine financial eligibility and patient pay.

All individuals whose Medicaid eligibility has been determined PRIOR to
entering LTC must have their financial eligibility redetermined, including
asset transfer evaluation, home ownership and other resource evaluation.
First, determine if the individual meets the Medicaid non-financial
requirements including covered group in M1410.020. Then determine
financial eligibility. Financial eligibility requirements for an individual differ
depending on the individual’s covered group, marital status and type of long-
term care.

This subchapter contains policy and procedures for resources and income
eligibility determination for institutionalized individuals. Patient pay (post-
eligibility treatment of income) policy and procedures for unmarried
individuals or married individuals without community spouses are in
subchapter M1470.

B. Related Policies ABD resource rules in Chapter S11.

ABD income rules in Chapter S08.

Family and Children resource rules in Chapter M06.

Family and Children income rules in Chapter MO7.

Married Institutionalized Individuals' Eligibility & Patient Pay rules in

subchapter M1480.

M1460.100 DEFINITIONS

A. Purpose This section provides definitions for terms used in this subchapter.
B. Definitions

1. 300% SSI The 300% SSI group is the short name for the categorically needy non-money
Group payment (CNNMP) covered groups of Aged, Blind & Disabled (ABD) and
Families & Children (F&C) individuals who are institutionalized in medical
facilities or Medicaid-covered waiver services, who have resources within the
Medicaid resource limits and whose gross income is less than or equal to 300%
of the SSI income limit for one person.

2. Budget Period The budget period is the period of time during which an individual's income is
calculated to determine eligibility.
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3.

Carry-over
Expenses

Certification
Period

Current
Payments

Income
Determination
Period

LTC Case

Lump Sum
Payment

Medicaid Rate

M1460.100

Carry-over expenses are the balance due on medical, dental, and remedial
care expenses incurred in the retroactive or prospective budget period prior to
the current budget period which were not used in establishing eligibility and
which may be deducted in a consecutive budget period(s) when there has been
no break in spenddown eligibility.

The certification period is the period of time over which an application or
redetermination is valid.

Current payments are payments made in the current spenddown budget

period on expenses incurred before the current spenddown budget period

which were not used in establishing eligibility in a previous spenddown

budget period and when there has been a break in spenddown eligibility. The
payment amount allowed is the actual payment amount paid to the provider

and is deducted from the spenddown liability on the date the payment is actually
made.

The income determination period is the budget period; for all LTC cases, the
budget period is one month.

A case in which the Medicaid applicant or recipient is an institutionalized
individual receiving long-term care services is an LTC case.

Income received on a "non-recurring basis" and/or income that is received
once a year is a lump sum payment. All lump sum payments are income in
the month of receipt and a resource in the following month(s), if retained.

Different types of lump sum payments must be treated differently. Refer to
the ABD Income chapter SO8 (for both ABD and F&C individuals) for policy
specific to the type of lump sum payment that is being evaluated.

The Medicaid rate is a monthly rate which is calculated:

e for a facility, by multiplying the Medicaid per diem (daily) rate by the
number of days in the month. The per diem rate differs from one
facility to another; confirmation of a facility’s rate should be obtained
by contacting the facility;

NOTE: When projecting the facility’s monthly Medicaid rate, the
Medicaid per diem is multiplied by 31 days.

e for Medicaid CBC waiver services, by multiplying the provider’s
Medicaid hourly rate by the number of hours of service received by

e the patient in the month. Confirm the provider’s hourly Medicaid rate
and number of service hours by contacting the provider.


http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/s08.pdf
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Individuals with substantial home equity may be eligible for Medicaid
payment of other covered services if they meet all the other Medicaid
eligibility requirements.
1. Reverse Reverse mortgages do not reduce equity value until payments are being
Mortgages received from the reverse mortgage.

2. Home Equity
Credit Lines

C. Verification
Required

D. Notice
Requirement

E. References

A home equity line of credit does not reduce the equity value until credit line
has been used or payments from the credit line have been received.

Verification of the equity value of the home is required.

If an individual is ineligible for Medicaid payment of LTC services because of
substantial home equity exceeding $500,000, the Notice of Action must state
why he is ineligible for Medicaid payment of LTC. The notice must also

indicate whether the applicant is eligible for other Medicaid covered services.

See section M1120.225 for more information about reverse mortgages.

M1460.160 LONG-TERM CARE PARTNERSHIP POLICIES

A. Introduction

B. LTC Insurance
Policy Issued Prior
to 9/01/2007

C. LTC Insurance
Policy Issued on or
After 9/01/2007

A Long-term Care Partnership Policy (Partnership Policy) is a type of LTC
insurance. Under section 6021(a)(1)(A) of the Deficit Reduction Act (DRA) of
2005 states were permitted to develop LTC partnerships. In addition to
paying for assisted living or long-term care services, a Partnership Policy
allows for additional assets to be disregarded in the Medicaid eligibility
determination.

The value of assets disregarded in the Medicaid eligibility determination is
equal to the dollar amount of benefits paid to or on behalf of the individual as
of the month of application, even if additional benefits remain available under
the terms of the policy.

The Partnership Policy disregard is not applicable to the resource assessment
for married individuals with a community spouse. See M1480 for more
information regarding resource assessments and Partnership Policies.

LTC policies issued prior to 9/01/2007 are not Partnership Policies. See
M1470.230 B.6, M1470.430 B.5 and M1470.820 D for more information
regarding these types of insurance policies.

LTC policies issued on or after 9/01/2007 may or may not be Partnership
Policies. For a policy to be considered a Partnership Policy, it must meet the
following conditions:

e issued on or after 09/01/2007,
e contain a disclosure statement indicating that it meets the requirements
under § 7702B(b) of the Internal Revenue Service Code of 1986, and
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C. Development

b. If the recipient is temporarily in the nursing facility, the SSI check is not
reduced or canceled. Temporary institutionalization for SSI purposes means
90 days or less. The SSI payment is NOT counted as income when
determining eligibility or patient pay.

A partial review of the SSI recipient's Medicaid eligibility is required when the
recipient is admitted to facility care or Medicaid CBC waiver services. The EW
must determine that asset transfer and resource requirements are met, and that
the recipient’s SSI continues.

If eligible, determine patient pay; see subchapter M1470. If the individual is
eligible but is in an asset transfer penalty period, follow the notification
instructions in M1450. If not eligible, follow the eligibility notice requirements
in M1410.300.

M1460.210 OTHER CATEGORICALLY NEEDY (CN) COVERED
GROUPS

A. Description

B. ABD Groups

1.

2.

QSII (1619(b))

AG Recipients

C. F&C Groups

1.

Individuals
Under 21

Categorically needy (CN) individuals receive or are deemed to be receiving
public assistance cash benefits.

Qualified Severely Impaired Individuals (QSII) are former SSI recipients who
are working but are still disabled, and are eligible under 1619(b) of the Social
Security Act. To be eligible for Medicaid, they must have met the more
restrictive resource requirements for Medicaid in the month before the month
they qualified under 1619(b). See section M0320.105 for details about this
covered group.

An Auxiliary Grants (AG) recipient is eligible for Medicaid if he meets the
assignment of rights to medical support and third party payments
requirements and the asset transfer policy. See section M0320.202 for details
about this covered group.

a. IV-E Foster Care Recipients

Children who are eligible for foster care payments under Title [V-E of the Social
Security Act are eligible for Medicaid. See section M0320.305 for details about
this covered group.

b. IV-E Adoption Assistance Recipients
Children who are eligible for adoption assistance under Title IV-E of the Social

Security Act are eligible for Medicaid. See section M0320.305 for details about
this covered group.


http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/m03.pdf
http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/m03.pdf
http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/m03.pdf
http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/m03.pdf
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M1480 MARRIED INSTITUTIONALIZED INDIVIDUALS’ ELIGIBILITY
& PATIENT PAY

M1480.000 GENERAL

A. Introduction

B. Applicability

1.

Admitted
Before 9-30-89

Admitted On/
After 9-30-89

Section 1924 of the Social Security Act contains special eligibility rules that
apply ONLY to married institutionalized individuals whose first continuous
period of institutionalization began on or after September 30, 1989. These
rules are intended to prevent the impoverishment of a spouse living in the
community when the other spouse enters long-term care. For resource
assessment and eligibility determination, the resource value is its value
as of the first moment of the first day of a calendar month.

Section 1924 supersedes all other sections of Medicaid law when determining
countable resources and income of a married institutionalized individual who
has a community spouse. Therefore, the usual Medicaid eligibility rules do
not apply to an institutionalized individual with a community spouse
whenever the usual Medicaid rules conflict with the law in section 1924.

An institutionalized spouse is an individual who is in a medical institution,
who is receiving Medicaid waiver services or who has elected hospice
services, and who is married to a spouse who is not in a medical institution or
nursing facility. The term "community spouse" means the spouse of an
institutionalized spouse. The community spouse can be living outside an
institution or in a residential institution such as an adult care residence.

DO NOT use this subchapter to determine the individual’s financial
eligibility for Medicaid when the married institutionalized individual was
admitted to long-term care prior to September 30, 1989 and has been
continuously institutionalized since admission. Use subchapters M1410 -
M1460 to determine the individual’s financial eligibility for Medicaid.

Use this subchapter in determining Medicaid eligibility for an
institutionalized spouse who

e was admitted to long-term care on or after September 30, 1989 and
has been continuously institutionalized since admission, and

e has a community spouse.

Do NOT use this subchapter to determine the eligibility of a married
institutionalized individual whose spouse is NOT a "community spouse"
as defined in this subchapter. Use subchapters M1410 - M 1470 to
determine the individual’s eligibility and patient pay.
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M1480.010

The rules in this subchapter apply only to the institutionalized spouse’s
financial eligibility. If the community spouse applies for Medicaid, use the
financial eligibility rules for non-institutionalized persons in the community
spouse's covered group to determine the community spouse's Medicaid
eligibility.

M1480.010 DEFINITIONS

A. Introduction

B. Definitions

1.

Beginning of a

Continuous
Period of

Institutionaliz-

ation

Community
Spouse

Community
Spouse
Monthly
Income
Allowance

Community
Spouse
Resource
Allowance
(CSRA)

This section provides definitions for those words and terms used in this
subchapter.

means the first calendar month of a continuous period of institutionalization
(in a medical institution or receipt of a Medicaid Community-based Care
(CBC) waiver service). See section M1410.010 for definition of a medical
institution.

means a person who:

e is married to an institutionalized spouse and
e isnot an inpatient in a medical institution or nursing facility.

The community spouse can be living in the home with the institutionalized
spouse who is a Medicaid CBC patient, can be living in a residential
institution such as an Adult Care Residence, or can be living in the
institutionalized spouse’s former home.

NOTE: A spouse living in the couple's home who is also receiving
Medicaid CBC waiver services is a community spouse. The
community spouse monthly income allowance policy applies.

means an amount by which the minimum monthly maintenance needs
allowance (MMMNA) exceeds the amount of monthly income otherwise
available to the community spouse. [Section 1924(d)(2) of the Social
Security Act].

The community spouse monthly income allowance is the maximum amount
of the institutionalized spouse’s income which is allowed to supplement the
community spouse’s income, up to the minimum monthly maintenance
needs allowance (MMMNA).

means the amount (if any) by which the greatest of

e the spousal share;

e the spousal resource standard;
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20. Monthly The monthly maintenance needs standard is 150% of 1/12 of the federal
Maintenance poverty level for a family of two in effect on July 1 of each year [Section
Needs 1924(d)(3)(A)(D)]-
Standard

21. Otherwise
Available
Income or
Resources

22. Promptly
Assess
Resources

23. Protected
Period

24. Resource
Assessment

25. Spousal
Protected
Resource
Amount (PRA)

26. Spousal
Resource
Standard

See section M1480.410 below for the current monthly maintenance needs
standard.

means income and resources which are legally available to the community
spouse and to which the community spouse has access and control.

means within 45 days of the request for resource assessment, unless the
delay is due to non-receipt of documentation or verification, if required,
from the applicant or from a third party.

means a period of time, not to exceed 90 days after an initial determination
of Medicaid eligibility. During the protected period, the amount of the
community spouse resource allowance (CSRA) will be excluded from the
institutionalized spouse’s countable resources IF the institutionalized spouse
expressly indicates his intention to transfer resources to the community
spouse.

means a calculation, completed by request or upon Medicaid application, of
a couple's combined countable resources at the beginning of the first
continuous period of institutionalization of the institutionalized spouse
beginning on or after September 30, 1989.

means at the time of Medicaid application as an institutionalized spouse, the
greater of:

o the spousal resource standard in effect at the time of application;

e the spousal share, not to exceed the maximum spousal resource
standard in effect at the time of application;

e the amount actually transferred to the community spouse by the
institutionalized spouse pursuant to a court spousal support order; or

e the amount of resources designated by a DMAS Hearing Officer.

means the minimum amount of the couple's combined countable resources
($12,000 in 1989) necessary for a community spouse to maintain himself
in the community. This amount increases each calendar year after 1989
by the same percentage increase as in the Consumer Price Index (CPI).

[1924(H(2)(A)(D)].

See section M1480.231 for the current spousal resource standard.
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b. When the Assessment Is Completed

Both spouses and the guardian, conservator, or authorized representative must
be notified in writing of the assessment results and the spousal share
calculated. Use the form Notice of Medicaid Resource Assessment (#032-03-
817). Attach a copy of the Medicaid Resource Assessment form (#032-03-
816) to each Notice. A copy of all forms and documents used must be kept in
the agency's case record.

M1480.220 RESOURCE ASSESSMENT WITH MEDICAID APPLICATION

A. Introduction

B. Policy

1. Resource
Assessment

2. Use ABD
Resource
Policy

This section applies to married individuals with community spouses who are
inpatients in medical institutions or nursing facilities, who have been screened
and approved to receive Medicaid CBC waiver services, or who have elected
hospice services. If a married individual with a community spouse is
receiving private-pay home-based services, he cannot have a resource
assessment done without also filing a concurrent Medicaid application.

If a resource assessment was not completed before the Medicaid application
was filed, the spousal share of the couple's total countable resources that
existed on the first moment of the first day of the first month of the first
continuous period of institutionalization that began on or after September 30,
1989, is calculated when processing a Medicaid application for a married
institutionalized individual with a community spouse.

If a resource assessment was completed before the Medicaid application was
filed, use the spousal share calculated at that time in determining the
institutionalized spouse's eligibility.

For the purposes of the resource assessment and spousal share calculation,
countable and excluded resources are determined for all covered groups using
the ABD resource policy in Chapter S11, regardless of the individual's
covered group and regardless of community property laws or division of
marital property laws, except for the following resources which are excluded
as indicated below when completing the resource assessment and spousal
share:

e the home and all contiguous property;

e  one automobile, regardless of value;

e  Disaster Relief funds for 9 months;

e  retroactive SS & SSI payments received on or after 11/01/05 for nine
(9) calendar months following the month in which the individual
receives the benefits. For retroactive SSI and SS benefits received

before 11/01/05, exclude from resources for six (6) calendar months;
and

up to $1,500 of burial funds for each spouse (NOT $3,500).
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2. Send Loans
and/or
Judgments to
DMAS

3. Determining
the First
Continuous
Period of
Institutionaliz-
ation

4. Failure to
Provide
Verification

When the resource assessment or eligibility determination identifies a loan or
a judgment against resources, send the documents pertaining to the loan
and/or judgment to DMAS for review before taking action on the
application. Send the documents, along with case identifying information
(institutionalized spouse's and community spouse's names, address, SSN,
case number) to:

Division of Policy and Research, Eligibility Section
DMAS

600 E. Broad Street, Suite 1300

Richmond, Virginia 23219

The spousal share is based on the couple's resources owned on the first
moment of the first day of the first month of the first continuous period of
institutionalization which occurred on or after September 30, 1989. This
may be different from the current period of institutionalization. Use the
information below to determine exactly when the individual's first
continuous period of institutionalization began.

Inquire if the individual was ever institutionalized prior to current
institutionalization but not earlier than September 30, 1989. If yes, ascertain
the first date on or after September 30, 1989, on which the individual was
admitted to a medical institution or the first date Medicaid CBC waiver
services began.

Ask the following:
e From where was he admitted?

If admitted from a home in the community which is not an institution
as defined in section M1410.010, determine if Medicaid CBC waiver
services were received and covered by Medicaid while the individual
was in the home. If so, the days of Medicaid CBC receipt are
“institutionalization” days.

If admitted from another institution, ascertain the admission and
discharge dates, institution’s name and type of institution. The days
he was in a medical institution are institutionalization days if there
was less than a 30-day break between institutionalizations.

e  What was the last date the individual resided outside a medical
institution (in the community, at home, or in a non-medical
institution)?

a. Applicant Does Not Notify Agency of Difficulty Securing
Verifications

If the applicant fails to provide requested verification of the value of the
couple's resources held at the beginning of the first continuous period of
institutionalization and does not notify the EW of difficulty in securing the
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5. Completing
the Medicaid
Resource
Assessment

requested data, the worker is unable to complete the resource assessment and
the application must be denied for failure to verify resources held at the
beginning of institutionalization.

b. Applicant Notifies Agency of Difficulty Securing Verifications

If the applicant is unable to provide verification of the value of the couple's
resources held at the beginning of the first continuous period of
institutionalization and notifies the EW of difficulty in securing the requested
data, the applicant may claim undue hardship.

Undue hardship can be claimed when both spouses have exhausted all
avenues to verify the value of the resources owned on the first day of the first
month of the first continuous period of institutionalization. When undue
hardship is claimed, the applicant must provide documentation of the attempts
made to obtain the verification. Claims of undue hardship must be
evaluated and can only be granted by DMAS. The EW must send a
summary of the needed verifications and documentation of the attempts to
secure the verifications, along with the applicant's name and case number to:

Division of Policy and Research, Eligibility Section
DMAS

600 E. Broad Street, Suite 1300

Richmond, Virginia 23219

If DMAS determines undue hardship does not exist, the resource assessment
cannot be completed and the application must be denied due to failure to
verify resources held at the beginning of institutionalization. If DMAS
determines undue hardship exists, the completion of a resource assessment is
waived, and the spousal resource standard is to be substituted for the spousal
share in determining the individual's resource eligibility. Go to section
M1480.230 below.

When verification is provided, completion of the resource assessment
establishes the spousal share which is equal to %2 of a couple's total countable
resources as of the first moment of the first day of the first month of the
first continuous period of institutionalization that began on or after September
30, 1989. The spousal share is one factor in determining the spousal
protected resource amount (PRA) in section M1480.230 below.
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a. Compile the Couple’s Resources

The value of countable resources must be verified and recorded on the
Medicaid Resource Assessment form (#032-03-816) or electronic workbook.
Excluded resources must be listed separately on the form, but their value
does not need to be noted or verified.

On the assessment form, list all resources in which the couple has an
ownership interest - resources in their joint names, those in the
institutionalized spouse's name and those in the community spouse’s name,
including those resources owned jointly with others. List each resource
separately.

b. Calculate the Spousal Share

Calculate the total value of the couple’s countable resources. Divide this
total by 2 to obtain the spousal share. The spousal share is /2 of the couple's
total countable resources as of the first moment of the first day of the first
month of the first continuous period of institutionalization that began on or
after September 30, 1989.

Calculate the spousal share only once; it remains a constant amount for
the current Medicaid application and all subsequent Medicaid
applications filed.

EXAMPLE #3: A Medicaid application is received on October 20, 1996 for
Mrs. H who was admitted to the nursing facility on October 18, 1996. Her
first continuous period of institutionalization began on December 21, 1995,
and ended with her discharge on May 30, 1996. Neither she nor her spouse
requested a resource assessment before applying for Medicaid.

To determine Mrs. H's eligibility and the amount of the couple's current
resources that can be "protected" for Mr. H, Mr. H provides verification
which proves that the couple’s total countable resources as of December 1,
1995 (the first day of the beginning of the first continuous period of
institutionalization) were $131,000. The spousal share is %2 of $131,000, or
$65,500.
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F. Notice
Requirements

M1480.225

On the Medicaid Resource Assessment form or electronic workbook, the
worker lists the couple's resources as of December 1, 1995 as follows:

Resource Owner Countable Countable Value
Home Mr & Mrs  No 0
Savings Mr & Mrs  Yes $100,000

CD Mr Yes $31,000

$131.000 Total Value of Couple's Countable Resources
$ 65,500 Spousal Share

In the eligibility evaluation, the worker uses the spousal share amount
($65,500) as one factor to determine the spousal protected resource amount
(PRA) that is subtracted from the couple's current resources to determine the
institutionalized spouse’s resource eligibility.

Do not send the Notice of Medicaid Resource Assessment when a resource
assessment is completed as a part of a Medicaid application.

Include a copy of the Medicaid Resource Assessment form with the Notice
of Action on Medicaid that is sent when the eligibility determination is
completed.

M1480.225 INABILITY TO COMPLETE THE RESOURCE ASSESSMENT-
UNDUE HARDSHIP

A. Policy

Federal law states that a resource assessment must be completed on all
Medicaid applications for institutionalized individuals who have a
community spouse. On occasion, however, it is difficult to comply with this
requirement because the applicant is unable to establish his marital status or
locate a separated spouse, or the community spouse refuses or fails to
provide information necessary to complete the resource assessment. In
situations where the applicant is unable to provide information necessary to
complete the resource assessment, undue hardship can be claimed if each of
the following criteria is met:

1. The applicant establishes by affidavit specific facts sufficient to
demonstrate (a) that he has taken all steps reasonable under the
circumstances to locate the spouse, to obtain relevant information about
the resources of the spouse, and to obtain financial support from the
spouse; and (b) that he has been unsuccessful in doing so;

Absent extraordinary circumstances, determined by DMAS, the
requirements of A.1 (a) cannot be met unless the applicant and spouse
have lived separate and apart without cohabitation and without
interruption for at least 36 months.

2. Upon such investigation as DMAS may undertake, no relevant facts are
revealed that refute the statement contained in the applicant’s affidavit,
as required by paragraph A.1.
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B. Procedures

1. Assisting the
Applicant

2. Undue
Hardship

3. The applicant has assigned to DMAS, to the full extent allowed by law,
all claims he or she may have to financial support from the spouse; and

4. The applicant cooperates with DMAS in any effort undertaken or
requested by DMAS to locate the spouse, to obtain information about
the spouse’s resources and/or to obtain financial support from the
spouse.

The EW must advise the applicant of the information needed to complete the
resource assessment and assist the applicant in contacting the separated
spouse to obtain resource and income information.

If the applicant cannot locate the separated spouse, document the file. Refer
to Section B below.

If the applicant locates the separated spouse, the EW must contact the
separated spouse to explain the resource assessment requirements for the
determination of spousal eligibility for long-term care services and the
possibility of a request for an expected contribution.

If the separated spouse refuses to cooperate in providing information
necessary to complete the resource assessment and determine an expected
contribution, document the file. Refer to Section B below.

EXCEPTION: If the separated spouse is institutionalized and is a Medicaid
applicant/recipient, the definition of “community spouse” is not met, and a
resource assessment is not needed.

If the applicant is unable to provide the necessary information to complete
the resource assessment, he/she must be advised of the hardship policy and
the right to claim undue hardship.

a. Undue hardship not claimed:

If the applicant does not wish to claim undue hardship, the EW must
document the record and deny the application due to failure to verify
resources held at the beginning of institutionalization.

b. Undue hardship claimed:

If the applicant claims an undue hardship, he must provide a written
statement requesting an undue hardship evaluation. The applicant or his
representative must make an effort to locate and contact the estranged
spouse or provide documentation as to why this is not possible. Contact or
action to locate the estranged spouse by the EW alone is not sufficient to
complete the undue hardship evaluation. When it is reported that the
applicant has a medical condition that prevents participation in the process,
then a physician’s statement must be provided documenting the medical
condition.
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1) Applicant or Authorized Representative

The applicant or his authorized representative must provide to the EW
a letter indicating the following:

e the name of the applicant’s attorney-in-fact (i.e. who has the
power of attorney) or authorized representative;

o the length of time the couple has been separated;

e the name of the estranged spouse and his

date of birth,

Social Security number,

last known address,

last known employer,

the types (i.e. telephone, in-person visit) and number of
attempts made to contact the separated spouse:

O O O0OO0Oo

* who made the attempt, the dates the attempts were
made,

» the name of the individual contacted and relationship
to estranged spouse; and

e any legal proceeding initiated, protective orders in effect, etc.

2) Eligibility Worker
A cover sheet is to be prepared that includes the following information:
e the applicant’s name, case number, and

e documentation of any actions the EW took to locate or contact
the estranged spouse.

The cover sheet and all information supporting the undue hardship
claim must be sent to:

Division of Policy and Research, Eligibility Section
DMAS

600 East Broad Street, Suite 1300

Richmond, Virginia 23219

If DMAS determines that undue hardship does not exist, and the resource
assessment cannot be completed, the EW must deny the application due to
failure to verify resources held at the beginning of institutionalization.

If DMAS determines that undue hardship does exist, the EW will be sent
instructions for continued processing of the case as well as the DMAS
Affidavit and Assignment forms, which the applicant or his representative
must sign, have notarized and return to the agency.
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M1480.230 RESOURCE ELIGIBILITY OF INSTITUTIONALIZED
SPOUSE

A. Introduction This section contains the resource rules that apply to the institutionalized
spouse’s eligibility.

If the community spouse applies for Medicaid, do not use the rules in this
subchapter to determine the community spouse’s eligibility. Use the
financial eligibility rules for a non institutionalized person in the community
spouse’s covered group.

B. Policy An institutionalized spouse meets the resource eligibility requirements for
Medicaid if the difference between the couple’s total countable resources
owned as of the first moment of the first day of the month for which
eligibility is being determined and the spousal protected resource amount
(PRA) is equal to or less than $2,000.

In initial eligibility determinations for the institutionalized spouse, the
spousal share of resources owned by the couple at the first moment of the
first day of the first month of the first continuous period of
institutionalization that began on or after September 30, 1989, remains a
constant factor in determining the spousal PRA.

For the purposes of determining eligibility of an institutionalized spouse with
excess resources, an institutionalized spouse cannot establish resource
eligibility by reducing resources within the month. The institutionalized
spouse may become eligible for Medicaid payment of LTC services when the
institutionalized spouse’s resources are equal to or below the $2,000
CNNMP/MN resource limit as of the first moment of the first day of a
calendar month.

1. Use ABD For the purposes of eligibility determination, countable and excluded
Resource Policy resources are determined for all covered groups using the ABD resource
policy in Chapter S11, regardless of the individual’s covered group and
regardless of community property laws or division of marital property
laws, except for the following resources which are excluded as indicated
below when determining eligibility of the institutionalized spouse:

the home and all contiguous property;

one automobile, regardless of value;

Disaster Relief funds for 9 months;

retroactive SS & SSI payments received on or after 11/01/05 for nine
(9) calendar months following the month in which the individual
receives the benefits; and

e up to $3,500 of burial funds for each spouse.

Resources owned in the name of one or both spouses are considered available
in the initial month for which eligibility is being determined regardless of
whether either spouse agrees to sell or liquidate the resource, and regardless
of whether either spouse refuses to make the resource available.
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2. After Eligibility
is Established

C. “Institutionalized
Spouse Resource
Eligibility
Worksheet”

Once an institutionalized spouse has established Medicaid eligibility as an
institutionalized spouse, count only the institutionalized spouse’s resources
when determining the institutionalized spouse’s Medicaid eligibility. Do not
count or deem the community spouse’s resources available to the
institutionalized spouse.

If an institutionalized spouse’s Medicaid coverage was cancelled and he
reapplies as an institutionalized individual, use only the resources of the
institutionalized spouse for his eligibility determination.

Use the “Institutionalized Spouse Resource Eligibility Worksheet,” available
on SPARK at
http://spark.dss.virginia.gov/divisions/bp/me/forms/longterm_care.cgi, or the
electronic Resource Assessment and Eligibility Workbook located at
http://www.vcu.edu/vissta/bps/bps_resources/ltc_medicaid.htm to determine
the institutionalized spouse’s resource eligibility.

M1480.231 SPOUSAL RESOURCE STANDARDS

A. Introduction

B. Spousal Resource
Standard

C. Maximum Spousal
Resource
Standard

This section provides the amounts and the effective dates of the standards
used to determine an institutionalized spouse’s initial and ongoing resource
eligibility. Use the standard in effect on the date of the institutionalized
spouse's Medicaid application. Definitions of the terms are found in section
M1480.010.

$21,912 1-1-09
$20,880 1-1-08

$109,560 1-1-09
$104,400 1-1-08

M1480.232 INITIAL ELIGIBILITY DETERMINATION PERIOD

A. Policy

The initial eligibility determination period begins with the month of
application. If the institutionalized spouse is eligible for the month of
application, the initial eligibility determination period will both begin and
end with that month.
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1. First

Application

2. Subsequent

Applications

B. Procedures

1.

Couple’s Total
Resources

If the applicant is not eligible in the month of application, the initial eligibility
determination period continues until the first month in which the
institutionalized spouse is eligible. NOTE: Established application
processing procedures and timeframes apply.

An institutionalized spouse meets the resource eligibility requirements for
Medicaid if the difference between the couple's total countable resources
owned as of the first moment of the first day of the month for which eligibility
is being determined, the community spouse’s protected resource amount
(PRA) and the institutionalized spouse’s partnership policy disregard amount
(see M1460.160) is equal to or less than $2,000.

Use the procedures in item B below for the initial resource eligibility
determination for an institutionalized spouse's first application for Medicaid in
a continuous period of institutionalization that began on or after 9-30-89.

a. Medicaid Eligibility For LTC Services Achieved Previously

If an individual achieved Medicaid eligibility as an institutionalized spouse
during a period of institutionalization that began on/after 9-30-89, regardless
of whether the period of institutionalization is the same continuous period
covered by the previous application(s), do not consider the couple's
resources. Use only the institutionalized spouse’s resources. Use the
policy and procedures in section M1480.230 B.2 to determine the
institutionalized individual’s financial eligibility.

b. Medicaid Eligibility For LTC Services Not Previously Achieved

If an individual has never achieved Medicaid eligibility as an institutionalized
spouse, treat the application as an "initial eligibility" determination.

e Determine countable resources for the application month (see item B
below);

e Deduct the spousal PRA from the couple's total countable resources
owned as of the first moment of the first day of the month for which
eligibility is being determined.

e Deduct a dollar amount equal to the Partnership Policy disregard, if
any.

Use the following criteria to determine Medicaid eligibility for any month in
the initial eligibility determination period.

NOTE: The initial eligibility determination period begins with the month of
application. If the institutionalized spouse is not eligible in that
month, the initial eligibility determination period continues until the
first month in which the institutionalized spouse is eligible.

Verify the amount of the couple's total countable resources owned as of the
first moment of the first day of the month for which eligibility is being
determined.
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2. Deduct
Spousal
Protected
Resource
Amount (PRA)

3. Deduct
Partnership
Policy
Disregard
Amount

NOTE: When a loan or a judgment against resources is identified,
send the documents pertaining to the loan and/or judgment
to DMAS for review before taking action on the
application. Send the documents, along with case
identifying information (institutionalized spouse's and
community spouse's names, address, SSN, case number) to:

Division of Policy and Research, Eligibility Section
DMAS

600 E. Broad Street, Suite 1300

Richmond, Virginia 23219

Deduct the spousal protected resource amount (PRA) from the couple's total
countable resources owned as of the first moment of the first day of the
month for which eligibility is being determined. The PRA is the greatest of
the following:

o the spousal share of resources as determined by the resource
assessment, provided it does not exceed the maximum spousal
resource standard in effect at the time of application. If the spousal
share exceeds the maximum spousal resource standard, use the
maximum spousal resource standard. If no spousal share was
determined because the couple failed to verify resources held at the
beginning of the first continuous period of institutionalization, the
spousal share is $0. The spousal share does not change; if a spousal
share was previously established and verified as correct, use it;

o the spousal resource standard in effect at the time of application;

e an amount actually transferred to the community spouse from the
institutionalized spouse under a court spousal support order;

e an amount designated by a DMAS Hearing Officer.
If the individual does not agree with the PRA, see subsection F. below.

Once the PRA is determined, it remains a constant amount for the
current Medicaid application (including retroactive months). If the
application is denied and the individual reapplies, the spousal share
remains the same but a new PRA must be determined.

When the institutionalized spouse is entitled to a Partnership Policy
disregard, deduct a dollar amount equal to the benefits paid as of the month
of application.
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4. Compare
Remainder

Compare the remaining amount of the couple's resources to the appropriate
Medicaid resource limit for one person.

a. Remainder Exceeds Limit

When the remaining resources exceed the limit and the institutionalized
spouse does not have Medicare Part A, the institutionalized spouse is not
eligible for Medicaid coverage because of excess resources.

If the institutionalized spouse has Medicare Part A, he may be eligible for
limited coverage QMB, SLMB or QI Medicaid (which will not cover the cost
of the LTC services) because the resource requirements and limits are
different. The resource policies in subchapter M1480 do not apply to
limited-coverage Medicaid eligibility determinations. Follow the
procedures for determining resource eligibility for an individual in Chapter
S11. More information about the QMB, SLMB, and QI covered groups is
contained in subchapter M0320.

Note: The institutionalized spouse cannot be eligible for QDWI
Medicaid.

b. Remainder Less Than or Equal to Limit

When the remaining resources are equal to or less than the Medicaid limit,
the institutionalized spouse is resource eligible in the month for which
eligibility is being determined:


http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/m03.pdf
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She verifies that she has unpaid balances of $2,300 on a hospital bill and
$1,500 on a physician's bill (total = $3,800) for services received August 10
to August 12, 1998 (prior to the retroactive period based on the December
1998 application) on which she pays $50 a month. These balances were not
used to meet her December 1998 through May 1999 spenddown. She also
has a $678 outpatient hospital bill for services dated November 13, 1999, in
the retroactive period. She has no health insurance and is not eligible for
Medicare. She has no old bills based on her January 2000 re-application (no
unpaid medical expenses incurred in June, July, August or September 1999).

She was not institutionalized in the retroactive period. Her income in the
retroactive budget period was $400 per month SSA disability. The
retroactive budget period based on her January 2000 re-application is
October, November and December 1999; the income limit is $650.

Her retroactive spenddown liability is $490.

$400 SSA disability
- 20 general income exclusion
380 countable income
X 3 months
$1,140 countable income for retroactive budget period
- 650 MNIL for retroactive budget period Group I
$ 490 retroactive spenddown liability

Since there was a break in her spenddown eligibility (the period June, July,
August and September 1999 were not covered by a Medicaid application),
only the current payments she is making on the August 1998 bills can be
deducted from her retroactive spenddown liability. She paid the hospital and
the physician $50 each ($100 total) on October 5, November 4 and December
5, 1999. Her retroactive eligibility is calculated:

$ 490 retroactive spenddown liability

- 100 current payment 10-5-99 (Aug.1998 hospital & physician bills)
390 spenddown balance on 10-5-99

- 100 current payment 11-4-99 (Aug.1998 hospital & physician bills)
290 spenddown balance on 11-3-99

- 678 outpatient expense 11-13-99 ($388 of expense carried over)

$ 0 spenddown balance on 11-13-99

The retroactive spenddown was met on November 13, 1999. Ms. Was’
retroactive Medicaid entitlement was November 13, 1999 through December
31, 1999.

Her income starting January 1, 2000 increased. Her SSA is $620 per month
and she began receiving a Civil Service Annuity of $1,300 per month; total
income is $1,920 per month. Because this exceeds the CNNMP 300% SSI
income limit, her medically needy income eligibility is calculated as follows:
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$1,920.00 total monthly income
- 20.00 general income exclusion
1,900.00 countable income
- 216.67 MNIL for 1 month for 1 person in Group |
$1,683.33 spenddown liability

The facility's private rate is $58 per day; the Medicaid rate is $45 per day.
The facility Medicaid rate for the admission month is calculated as follows:

$ 45 Medicaid per diem
x 27 days

$1,215 Medicaid rate admission month

Her spenddown liability of $1,683.33 is greater than the Medicaid rate of
$1,215. Therefore, she is not eligible until she has actually incurred medical
bills that equal or exceed her spenddown liability in January. The worker is
processing the application on February 2. Mrs. Was was in the facility from
January 5 through January 31. The facility’s private cost is calculated:

$ 58 private per diem
X 27 days in facility in January
$1,566 private cost of care in January

The private cost of care for January, $1,566, is less than Mrs. Was’s
spenddown liability of $1,683.33. Therefore, her spenddown eligibility for
January must be determined on a daily basis. The prospective budget period
is January 1 through January 31, 2000. Since she had a break in spenddown
eligibility, only the current payments she is making on the August 1998 bills
can be deducted from her spenddown liability. She paid the hospital $50 and
the physician $50 each ($100 total) on January 5, 2000. Her spenddown
eligibility is determined:

$1,683.33 prospective spenddown liability
- 388.00 carry-over expense (balance of 11-13-99 outpatient
- 100.00 current payment Aug,1998 hospital & physician bills 1-1-00
1,195.33 spenddown balance on 1-1-00
812.00 14 days private rate @ $58 per day (1-5 through 1-18)
383.33 spenddown balance on 1-19-00
-__348.00 6 days private rate @ $58 per day (1-19 through 1-23)
35.33 spenddown balance on 1-23-00
-__ 58.00 private cost of care for 1-24-00
$ 0 spenddown balance on 1-24-00

Mrs. Was met her spenddown on January 24, 2000. On February 3, the
worker enrolls Mrs. Was in Medicaid as medically needy, eligibility begin
date 1-1-2000, end date 1-31-2000, eligibility Type 4. The worker sends her
a “Notice of Action on Medicaid” stating her Medicaid coverage dates and
asking her to bring or send in her medical bills for February if she wants her
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M1480.350

M1480.350 SPENDDOWN ENTITLEMENT

A. Entitlement After
Spenddown Met

B. Procedures

1. Coverage
Dates

2. Aid Category

3. Patient Pay

4. Notices & Re-
applications

When an institutionalized spouse meets a spenddown within a month, the
begin date of eligibility will be the first day of the month in which the
spenddown was met. Eligibility will end on the last day of the month in
which the spenddown was met.

Coverage begin date is the first day of the month; the coverage end date is
the last day of the month.

a.

If the institutionalized spouse does NOT have Medicare Part A:

Aged =018

Blind = 038

Disabled = 058

Child Under 21 in ICF/ICF-MR = 098

Child Under Age 18 = 088

Juvenile Justice Child = 085

Foster Care/Adoption Assistance Child = 086
Pregnant Woman = 097

If the institutionalized spouse has Medicare Part A:

Compare the individual's monthly MN countable income to the QMB
monthly income limit for 1 person (see M0810.002 for the current QMB
limit):

1)

2)

When income is less than or equal to the QMB limit, enroll using the
following ACs:

o Aged=028
e Blind = 048
e Disabled = 068

When income is greater than the QMB limit, enroll using the
following ACs:

o Aged=018
e Blind =038
e Disabled =058

Determine patient pay according to section M1480.400 below.

The institutionalized spouse on a spenddown must have his eligibility re-
evaluated monthly, unless he is in a facility and the spenddown liability is
less than or equal to the Medicaid rate. The institutionalized spouse must

complete an annual redetermination.


http://www.dss.virginia.gov/files/division/bp/me_famis/policy/manual/s08.pdf
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After eligibility is established, the usual reporting and notification processes
apply. Send the “Notice of Action on Medicaid” and the “Notice of
Obligation for LTC Costs” for the month(s) during which the individual
establishes Medicaid eligibility.

M1480.400 PATIENT PAY

A. Introduction

B. Married With
Institutionalized
Spouse in a
Facility

This section contains the policy and procedures for determining an
institutionalized spouse’s (as defined in section M1480.010 above) patient pay
in all covered groups.

For a married LTC patient with an institutionalized spouse in a facility, NO
amount of the patient’s income is deducted for the spouse’s needs in the
patient pay calculation.

M1480.410 MAINTENANCE STANDARDS & ALLOWANCES

A. Introduction

B. Monthly
Maintenance
Needs Standard

C. Maximum
Monthly
Maintenance
Needs Allowance

D. Excess Shelter
Standard

E. Utility Standard
Deduction (Food
Stamps

This subsection contains the standards and their effective dates that are used to
determine the community spouse’s and other family members’ income
allowances. The income allowances are deducted from the institutionalized
spouse’s gross monthly income when determining the monthly patient pay
amount. Definitions of these terms are in section M1480.010 above.

$1,821.25 7-1-09

$1,750.00 7-1-08

$2,739.00 1-1-09

$2,610.00 1-1-08

$546.38 7-1-09

$525.00 7-1-08

$290 1 - 3 household members 10-1-08
$365 4 or more household members 10-1-08
$252 1 - 3 household members 10-1-07
$317 4 or more household members 10-1-07

M1480.420 PATIENT PAY FOR ABD 80% FPL AND 300% SSI
INSTITUTIONALIZED SPOUSE

A. Policy

After a 300% SSI or ABD 80% FPL institutionalized spouse has been found
eligible for Medicaid, determine his patient pay (post-eligibility treatment of
income).
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B. What Is Patient
Pay

C. Dependent
Allowances

D. Home
Maintenance
Deduction

E. MMIS Patient Pay
Process

The institutionalized spouse's gross monthly income, less all appropriate
deductions according to this section, constitutes the patient pay - the amount
of income the institutionalized spouse will be responsible to pay to the LTC
facility or waiver services provider. The community spouse’s and family
member's monthly income allowances rules for patient pay apply to all
institutionalized spouses with community spouses, regardless of when
institutionalization began.

A major difference in the institutionalized spouse patient pay policy is the
allowance for a dependent child and for a dependent family member. If the
institutionalized spouse has a dependent child, but the dependent child does
NOT live with the community spouse, then NO allowance is deducted for the
child. Additionally, an allowance may be deducted for other dependent
family members living with the community spouse.

A major difference in the institutionalized spouse patient pay policy is the
home maintenance deduction policy. A married institutionalized individual
with a community spouse living in the home is NOT allowed the home
maintenance deduction because the community spouse allowance provides for
the home maintenance, UNLESS:

e the community spouse is not living in the home (e.g., the community
spouse is in an ACR), and

e the institutionalized spouse still needs to maintain their former home.

The patient pay is calculated in the Medicaid Management Information
System (MMIS) using the Patient Pay process. The patient pay must be
updated in MMIS whenever the patient pay changes, but at least once every
12 months. Refer to the MMIS User Guide for information regarding data
entry into MMIS.

The MMIS Allowance and Medically Needy Workbook is available to
facilitate the calculation of certain allowances that must be computed outside
of MMIS and to calculate patient pay for Medically Needy determinations.
The workbook is available at:
http://www.vcu.edu/vissta/bps/bps_resources/ltc_medicaid.htm.

The Automated Response System (ARS) and the MediCall System convey the
necessary patient pay information to the provider.

M1480.430 ABD 80% FPL and 300% SSI PATIENT PAY CALCULATION

A. Patient Pay Gross
Monthly Income

B. Subtract Allowable
Deductions

Determine the institutionalized spouse’s patient pay gross monthly income for
patient pay. Use the gross income policy in section M1480.310 B.1 for both
covered groups.

If the patient has no patient pay income, he has no patient pay
deductions.

When the patient has patient pay income, deduct the following amounts in
the following order from the institutionalized spouse's gross monthly patient
pay income. Subtract each subsequent deduction as long as the individual has
income remaining for patient pay. If the individual has no remaining income,
do not subtract further deductions.


http://www.vcu.edu/vissta/bps/bps_resources/ltc_medicaid.htm
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C. Personal Needs or
Maintenance
Allowance

1. Facility Care

personal needs or maintenance allowance,
community spouse monthly income allowance,
family member's income allowance,
noncovered medical expenses,

home maintenance deduction, if applicable.

The personal needs allowance for an institutionalized spouse in a facility is
different from the personal maintenance allowance of an institutionalized
spouse in a Medicaid CBC waiver or PACE. The amount of the personal
needs or maintenance allowance also depends on whether or not the patient
has a guardian or conservator who charges a fee, and whether or not the
patient has earnings from employment that is part of the treatment plan.

a. Basic Allowance

Deduct the $40 basic allowance, effective July 1, 2007. For prior months,
the personal needs allowance is $30.

b. Guardian Fee

Deduct the actual fee a guardian or conservator charges, up to a maximum of
5% of the patient's actual gross income (including amounts not counted as
income and excluded income) for guardianship fees, IF:

e the patient has a legally appointed guardian and/or conservator AND
e the guardian or conservator charges a fee.

Document how you determined that the guardian/conservator charges a fee
and the amount of the fee.

The guardianship filing fees CANNOT be deducted from the individual's
income.

c. Special Earnings Allowance

Deduct a special earnings allowance if the patient participates in a work
program as part of treatment. The special earnings allowance is deducted
from earned income only. Deduct:

e the first $75 of gross monthly earnings, PLUS
e !4 the remaining gross earnings,
e up to a maximum of $190 per month.

The special earnings allowance cannot exceed $190 per month.
d. Example - Facility Care Personal Needs Allowance

EXAMPLE #18: A patient in the nursing facility is employed as a
telephone salesperson as part of his plan of care in the facility. He has a
legally appointed conservator who charges a 2% fee. His only income is
gross earnings of $875 per month. His special earnings allowance is
calculated first:
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E. Family Member's
Income Allowance

1.

Minor Child
NOT Living
With
Community
Spouse

Family
Member
Income
Allowance
Deductions

Calculate
Family
Member’s
Allowance

M1480.430
The community spouse monthly income allowance is calculated:

$1,638 MMMNA
-__ 900 community spouse's gross income
§ 738 community spouse monthly income allowance

The institutionalized spouse has monthly income of $700. He agrees to
give the monthly income allowance to his spouse at home; therefore, the
community spouse monthly income allowance is deducted. His patient pay
is calculated:

$700 gross patient pay income

- 30 personal needs allowance

$670 remainder

- 670 community spouse income allowance
$ 0 patient pay

NOTE: The community spouse monthly income allowance of $738 is
greater than the income remaining after the personal needs
allowance is deducted, so only $670 is deducted from patient pay
for the community spouse monthly income allowance.

To be eligible for a family member’s income allowance, the family member
(as defined in section M1480.010) must live with the community spouse.

If an institutionalized spouse has a minor child who is not living with the
community spouse, no allowance is calculated for that child and no
deduction from the institutionalized spouse’s income is made for that child.

The family member income allowance is an amount equal to 1/3 of the
amount by which the monthly maintenance needs standard exceeds the
amount of the family member's gross monthly income: (maintenance needs
standard - family member’s income) + 3 = family member’s income
allowance.

First, deduct the allowance(s) for minor child(ren) living with the

community spouse in the home. Deduct other family members’ allowances

from patient pay after deducting the minor child(ren)’s allowance(s).

Calculate each family member’s allowance as follows:

a. Subtract the family member's gross monthly income from the monthly
maintenance needs standard. If the remainder is $0 or less, STOP. The
family member is not entitled to an allowance.

b. Divide the remainder by 3.

c. The result is the family member's monthly income allowance. Do NOT
round any cents to a dollar.
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bills and her medical insurance premiums, totaling $1025.50. Medicaid will
pay $755.50 of her spenddown liability ($1,530 spenddown liability -
774.50 patient pay = $755.50). This is allowed under section 1924 of the
Social Security Act (Special Treatment For Married Institutionalized
Spouses).

M1480.460 FACILITY PATIENT PAY - SPENDDOWN LIABILITY GREATER
THAN MEDICAID RATE

A. Policy

B. Procedures

1. Calculate
Remaining
Income for
Patient Pay

An MN facility institutionalized spouse whose spenddown liability is
greater than the Medicaid rate is not eligible for Medicaid unless he
incurs additional medical expenses that meet the spenddown liability
within the month. If he meets the spenddown liability, his Medicaid
coverage begins the first day of the month in which the spenddown is met,
and ends on the last day of that month. A patient pay for the month is
calculated.

Medicaid must assure that enough of the institutionalized spouse’s income is
allowed so that the recipient can pay his personal needs, community spouse
and family member allowances, and noncovered expenses. Therefore,
Medicaid may pay some of the institutionalized spouse’s spenddown
liability. Payment of part or all of the spenddown liability is permitted
under Section 1924 (d) of the Social Security Act.

The institutionalized spouse’s spenddown eligibility was determined in
section M1480.340 above. Because he met the spenddown in the month, he
is enrolled in a closed period of coverage for the full month. His patient pay
for the month must be determined using the procedures below.

a. Determine Gross Monthly Patient Pay Income

Determine the institutionalized spouse’s patient pay gross monthly income
according to section M1480.330 (including any amounts excluded in
determining MN countable income and the spenddown liability).

b. Subtract Allowable Deductions

Deduct the following from the patient pay gross monthly income, in the
following order as long as the individual has income remaining for patient

pay. If the individual has no remaining income, do not subtract further
deductions.

1) a personal needs allowance (per section M1480.430 C.),

2) acommunity spouse monthly income allowance, if appropriate (per
section M1480.430 D.),

3) afamily member’s monthly income allowance, if appropriate (per
section M1480.430 E.),
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Mrs. Bee’s remaining income for patient pay in July is $2,193.25, which is
greater than the Medicaid rate for of July $1,705. The facility can only
collect the Medicaid rate; therefore, her patient pay for July is the Medicaid
rate of $1,705.

From her July income of $2,500, she must pay the Medicaid rate of $1,705.
Medicaid will not pay for any of her facility care in July because she is
responsible for the whole Medicaid rate; Medicaid will cover all other
medical services except her Medicare & health insurance premiums. She
has $795 left with which to meet her personal needs ($30), pay the
community spouse allowance, and pay her Medicare and health insurance
premiums, a total of $306.75. She has $488.25 left from her July income.
Medicaid will assume responsibility for $525 of her spenddown liability
($2,230 - 1,705 Medicaid rate = $525).

Since Mrs. Bee paid the private rate of $2,170 to the facility in July, the
facility is responsible to reimburse her for the difference between the private
rate and the Medicaid rate ($465). On August 25, she requests evaluation of
her spenddown for August. She was reimbursed $465 on August 20, which
was deposited into her patient fund account. The worker verifies that her
resources exceed the Medicaid resource limit in August. The worker sends
her a notice denying Medicaid for August because of excess resources, and
stating that she must reapply for Medicaid if she reduces her resources and
wants to be placed on spenddown again.

M1480.470 CBC - MN INSTITUTIONALIZED SPOUSE PATIENT PAY

A. Policy When the Medicaid community-based care (CBC) institutionalized spouse
has been screened and approved for waiver services and has income less
than or equal to 300% of the SSI income limit for one person, he is
eligible for Medicaid as CNNMP and entitled to Medicaid for full-month,
ongoing Medicaid coverage.

An institutionalized spouse who is screened and approved for waiver
services, and whose income exceeds the CNNMP 300% SSI income limit,
is placed on a monthly spenddown. The monthly CBC costs cannot be
projected for the spenddown budget period. The CBC costs, along with
any other spenddown deductions, are deducted daily and chronologically as
the costs are incurred. If the spenddown is met any day in the month,
Medicaid coverage begins the first day of the month in which the
spenddown is met, and ends on the last day of that month. A patient pay for
the month is calculated.

Medicaid must assure that enough of the institutionalized spouse’s income is
allowed so that the recipient can pay his personal needs, community spouse
and family member allowances, and noncovered expenses. Therefore,
Medicaid may pay some of the institutionalized spouse’s spenddown
liability. Payment of part or all of the spenddown liability is permitted
under Section 1924 (d) of the Social Security Act.
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4. Resource
Assessment
Forms

The DMAS-225:
o notifies the LTC provider of a patient’s Medicaid eligibility status;
o reflects changes in the patient's level of care;

e documents admission or discharge of a patient to an institution or
community-based care services, or death of a patient;

e provides other information known to the provider that might cause a
change in eligibility status or patient pay amount.

Do not use the DMAS-225 to relay the patient pay amount. Providers will
be able to access the patient pay amount via the verification systems
available to providers.

a. When to Complete the DMAS-225

Complete the DMAS-225 at the time of eligibility determination and/or the
recipient's entry into LTC. Complete a new DMAS-225 when the recipient's
eligibility status changes, such as when the recipient's Medicaid coverage is
canceled or changed to limited coverage, such as QMB coverage.

b. Where To Send the DMAS-225
Refer to M1410.300 B.3.b to determine where the form is to be sent.

The forms used for a resource assessment when no Medicaid application is
filed are described in section M1480.210 (above). The resource assessment
form that is used with a Medicaid application is described in section
M1480.220. Copies of the forms are included in Appendix 1 and Appendix
2 to this subchapter.

M1480.520 APPEALS

A. Client Appeals

B. Appealable Issues

The institutionalized spouse, the community spouse, or the authorized
representative for either, has the right to appeal any action taken on a
Medicaid application. The Medicaid client appeals process applies.

Any action taken on the individual’s Medicaid application and receipt of
Medicaid services may be appealed, including:

spousal share determination,

initial resource eligibility determination,
spousal protected resource amount (PRA),
resource redetermination,

community spouse resource allowance (CSRA),
income eligibility determination,

patient pay and/or allowances calculations.
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AGENCY USE ONLY
COUNTY/CITY DATE RECEIVED
MEDICAID RESOURCE —— —
ASSESSMENT REQUEST
CASE NAME
Mr. and Mrs. request that an assessment be completed to determine the

spousal share of countable resources using the resources listed below.

INSTITUTIONALIZED SPOUSE COMMUNITY SPOUSE
Name: Name:
SS#: SS#:
Address: Address:

Date first admitted to a medical institution:
Admitted from where?

Provide the requested information on all resources owned, partially owned, or being bought on the first day
of the month the institutionalized spouse was admitted to the institution or to Medicaid-covered community-
based care. Include real estate (home, land, buildings), life insurance, cash on hand, stocks or bonds,
savings and checking accounts, certificates of deposits, trusts, IRA or Keogh Plans, machinery, farming
equipment, cemetery plots, burial funds, prearranged funerals, cars, mobile homes, and other real personal
properties. If more room is needed, please attach another sheet of paper.

Description
(Type of Resource) Owned by Whom Where Located Value

1

2

3

4

5

6

7

8

9

10

Signature: Date:

(Spouse or Authorized Representative)
032-03-815
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MEDICAID RESOURCE ASSESSMENT REQUEST

FORM NUMBER - 032-03-815

PURPOSE OF FORM - To provide information on resources that will enable the department
of social services to assess the countable resources of a couple and to determine the spousal
share.

USE OF FORM - To be completed when an assessment of resources available to an
institutionalized spouse (spousal share) is requested, and a Medicaid application is not filed or
requested.

NUMBER OF COPIES - Three.

DISPOSITION OF FORMS - The original is filed in the case record with the Medicaid
Resource Evaluation and the Notice of Medicaid Resource Assessment. The first copy is sent to
the community spouse with the Notice of Medicaid Resource Assessment. The second copy is
sent to the institutionalized spouse with the Notice of Medicaid Resource Assessment. If an
individual other than one of the spouses requested the assessment, a photocopy of the request is
sent to the individual making the request along with a photocopy of the Notice of Medicaid
Resource Assessment.

INSTRUCTIONS FOR PREPARATION OF FORM - The information in the right-hand
corner will be completed by the worker when the form is received in the agency. The remainder
of the form will be completed by the couple making the request or by the authorized
representative acting on their behalf.
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MEDICAID RESOURCE
ASSESSMENT

M1480, Appendix 2

COUNTY/CITY

CASE NUMBER

CASE NAME

DATE INSTITUTIONALIZATION BEGAN

APPLICATION DATE

A. COUPLE'S RESOURCES AS OF

(Date)

RESOURCE (Description)

Owner

Countable
YES NO

Countable Documentation
Value

10.

B. COMPUTATION OF SPOUSAL SHARE

0  Documentation of resources not supplied. Spousal share not determined.

0  Documentation of resources supplied.

Total Value of Couple's Countable Resources

Spousal Share

Worker's Signature:

Date:

032-03-816
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MEDICAID RESOURCE ASSESSMENT

FORM NUMBER - 032-03-816

PURPOSE OF FORM - To document the resources owned by a couple, to specify which
resources are exempted, which resources are counted and their countable values, and to
determine the spousal share of resources.

USE OF FORM - To be completed by the local agency eligibility worker when a Medicaid
Resource Assessment Request is received by the local department of social services, or when a
Medicaid application is filed by an institutionalized individual who has a community spouse.

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The original is filed in the case record with the Medicaid
Resource Assessment and the Notice of Medicaid Resource Assessment for assessments that are
not parts of applications. The first copy is sent to the community spouse with the Notice of
Medicaid Resource Assessment. The second copy is sent to the institutionalized spouse with
the Notice of Medicaid Resource Assessment. If an individual other than one of the spouses
requested the assessment, a photocopy of the evaluation is sent to the individual making the
request, along with a photocopy of the Notice of Medicaid Resource Assessment.

For assessments that are part of Medicaid applications, the evaluation form is filed in the case
record with the application evaluation. A copy of the Resource Evaluation is sent to the
institutionalized spouse, the community spouse, and the individual making the request if
applicable, along with the Notice of Medicaid Resource Assessment and the Notification of
Action on Medicaid.

INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying information
in the upper right-hand corner of the form.

A. RESOURCES

From the resources identified on the Medicaid Resource Assessment Request, list the excluded
resources first; the countable value(s) can be “N/A”. Provide a description of the resource, list
the owner(s), check whether the resource is countable, enter the countable value when it is a
countable resource, and provide appropriate documentation information. If information was not
provided, and owners or countable value, etc., cannot be documented, enter “not provided” in
the appropriate columns.

B. COMPUTATION OF SPOUSAL SHARE
Check the appropriate box to indicate whether documentation was or was not supplied. If
documentation was supplied, enter in the first line the value of countable resources, divide that

figure by two and enter on the second line the spousal share.

C. The worker must sign the form and enter the date the form was completed.
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COMMONWEALTH OF VIRGINIA AGENCY USE ONLY
DEPARTMENT OF SOCIAL SERVICES CASE NAME
NOTICE OF MEDICAID RESOURCE CIBNOIAIE S
ASSESSMENT

COUNTY/CITY
[] The resource assessment you or your authorized representative requested was
completed.

The spousal share is $

Enclosed are copies of the Medicaid Resource Assessment Request you submitted and
the Medicaid Resource Assessment completed by the worker.

[] The resource assessment you or your authorized representative requested was not

completed because you or your authorized representative did not provide the necessary
verifications of your resources. The spousal share of your resources cannot be
determined.

[] The resource assessment you or your authorized representative requested was not
completed because the institutionalization began prior to September 30, 1989.

Worker's Name Agency Name and Address Date Mailed

032-03-817/2
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NOTICE OF MEDICAID RESOURCE ASSESSMENT

FORM NUMBER - 032-03-817

PURPOSE OF FORM - To provide notice that a resource assessment of a couple’s countable
resources, and the spousal share, was or was not completed.

USE OF FORM - To be prepared when the resource assessment is denied, evaluation is
completed, or evaluation could not be completed.

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The original is filed in the case record with the original Medicaid
Resource Assessment Request and the original Medicaid Resource Evaluation. The first copy is
sent to the community spouse with the first copy of the Medicaid Resource Assessment and the
first copy of the Medicaid Resource Evaluation. The second copy is sent to the institutionalized
spouse with the second copy of the Medicaid Resource Assessment and the second copy of the
Medicaid Resource Evaluation.

If an individual other than one of the spouses requested the assessment, a photocopy of the
notice is sent to the individual making the request along with a photocopy of the Medicaid
Resource Assessment.

INSTRUCTIONS FOR PREPARATION OF THE FORM - Complete the identifying
information in the upper right-hand corner. Enter the name and mailing address of the
individual who will receive the form.

Check the appropriate box to show if the assessment was not completed because
institutionalization began before 9-30-89, or if it was not completed because documentation was
not provided, or if documentation of resources was provided and the assessment was completed.
If documentation was provided, enter the spousal share of the countable resources.

Enter the worker’s name, address, and the date the notice is or will be mailed.
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SEPARATED SPOUSE EXPECTED CONTRIBUTION SCALE - INSTITUTIONALIZED
RECIPIENTS

1. Determine the number of dependent children living with the institutionalized individual's separated
spouse who are not "other family members" (as defined in Subchapter M1480). The separated spouse
counts as 1 dependent Only the separated spouse's own child(ren), whose other parent is not the
institutionalized spouse, can be a dependent for this scale's purposes.

2. Determine the separated spouse's gross monthly income. If the income falls between two numbers on
the scale, use the next lower figure. If the spouse has court-ordered support or an allowance from the
institutionalized spouse, the separated spouse does not have an expected contribution.

3. Locate the separated spouse's gross income in the first column; locate the expected contribution under
the column indicating the number of dependents. (The scale does not differ for the locality groupings
because the spousal maintenance standard is a statewide standard and geographical differentials are not
allowed). For monthly income over $4,900, add $10 to the last contribution amount on the scale for
each additional $100 of monthly income.

Gross Monthly # of dependents in household
Income 1 2 3 4 5
$1,900 0 0 0 0 0
$2,000 15 0 0 0 0
$2,100 25 15 0 0 0
$2,200 35 25 15 0 0
$2,300 45 35 25 15 0
$2,400 55 45 35 25 15
$2,500 65 55 45 35 25
$2,600 75 65 55 45 35
$2,700 85 75 65 55 45
$2,800 95 85 75 65 55
$2,900 105 95 85 75 65
$3,000 115 105 95 85 75
$3,100 125 115 105 95 85
$3,200 135 125 115 105 95
$3,300 145 135 125 115 105
$3.,400 155 145 135 125 115
$3,500 165 155 145 135 125
$3,600 175 165 155 145 135
$3,700 185 175 165 155 145
$3.800 195 185 175 165 155
$3,900 205 195 185 175 165
$4,000 215 205 195 185 175
$4,100 225 215 205 195 185
$4,200 235 225 215 205 195
$4,300 245 235 225 215 205
$4,400 255 245 235 225 215
$4,500 265 255 245 235 225
$4,600 275 265 255 245 235
$4,700 285 275 265 255 245
$4,800 295 285 275 265 255
$4,900 305 295 285 275 265






